Accurate classification has obvious importance in terms of etiology, therapy and prognosis. It has particular significance in studies in which the biochemical and physiological correlates of psychiatric disorder are being investigated. For work of this kind, the clinical material must be defined as clearly and objectively as possible and in such a way that similar patient groups can be isolated and examined by workers in other centres.
In attempting to classify patients suffering primarily from symptoms of anxiety and depression, one has to rely entirely on clinical history taking and examination. It is essential, therefore, to make as efficient as possible both the clinical examination and the handling of data derived from that examination. It is in the manipulation of the data that the computer is of such value. The statistical techniques which are of most help involve a great deal of mathematical calculation, which would be time-consuming even if only small numbers of variables were included. In studying the affective disorders it is necessary to examine a relatively large amount of data concerning the patients' past history as well as their present illness. Scanning and analysing this amount of information in the ways that are required would be impossible without the use of the machine. The availability of computers over the last decade or so has resulted in a number of studies involving multivariate statistical analyses of data from patients with affective disorders. It is possible, therefore, to compare the findings of different workers in so far as the populations and variables studied are similar. This is important as no single study of this kind can hope to be definitive.
This project is an extension of work already done on depressive illness (Kiloh & Garside 1963 , Camey et al. 1965 . The population under examination now includes patients in whom anxiety symptoms are prominent. The justification for studying these patients together is, simply, the clinical experience that overlap of symptomatology between these patients is so great. It is such that some workers maintain that no valid or useful distinction can be made between them (Mapother 1926 , Rogerson 1940 , Lewis 1966 . Others claim that a meaningful separation can be achieved (Garmany 1956 , 1958 , Stenback 1963 , Roth 1969 .
One of the main aims in this study is, therefore, to examine data, collected in a controlled and systematic manner, from patients suffering from symptoms of anxiety and/or depression to see (1) whether there are meaningful differences between them and (2) if differences do exist, to use multivariate statistical techniques in an attempt to clarify and quantify the lines of demarcation.
There are certain difficulties inherent in an approach of this kind. Clinical opinions inevitably enter into the selection of patients and variables, and they influence, too, the examination of the patient, producing 'halo effects'. The general methodological measures adopted in this survey in order to reduce bias of this kind, weie: (1) To include patients from a number of hospital units, as the incidence of types of illness varies from one hospital to another.
(2) To study as comprehensive a battery of relevant features as possible.
(3) To submit each patient to the same structured interview. A systematic and rigorous interview technique is crucial, if circularity is to be avoided, and hypotheses are to be thoroughly tested.
The patients seen were all inpatients from the two units attached to the University Department and from the local mental hospital, St Nicholas Hospital. The patients admitted to the survey were those described by the admitting clinician as suffering, primarily, from a mood change of anxiety or depression or both. They were seen within the first week after admission and each was submitted to the same structured interview. This covered a wide range of information relating to past history and personality, as well as details of the present illness. Each patient was also asked to complete the Maudsley Personality Inventory (MPI).
A reliability study was carried out on the items included in the analyses, using 29 cases. The lowest reliability coefficient was 0-86, indicating that in the total patient population one could reasonably expect (39 chances out of 40) that the reliability was not less than 0-71.
The first type of analysis described is principal component analysis. cluster consisting of 'short duration of illness', 'persistent depression', 'retardation', 'early morning wakening', and 'diurnal variation of mood' (i.e. depression worse in the morning). This cluster is associated with severe depressive illness. In the upper right quadrant, 'situational phobias' (i.e. fears of leaving home, of crowds, shops, public transport &c.) and 'panic attacks' are closely related both to severe unreality feelings ('depersonalization' and 'derealization') and to a compressed item labelled 'temporal lobe features' (this included phenomena such as marked dejat vu experiences, distortions of perception, hypnogogic phenomena). This cluster is seen in severely anxious patients.
In general, anxiety symptoms are above the central line and depressive symptoms are below it. Component I could be described as an anxietydepression component. A similar general distribution has been described by other workers. It resembles Hamilton's agitated-retarded factor (Hamilton 1967) and Hordern's anxiety-agitation factor (Hordern et al. 1965) . Fahy, in his study on a general practice population also found this anxiety-depression distribution (Fahy et al. 1969 ). Carney showed a high negative loading for anxiety on his bipolar factor (Carney et al. 1965 ).
Among the personality traits, most of the neurotic and maladaptive traits are in association with anxiety symptoms rather than with depressive symptoms. This applies both to the clinical 7 233 0 sonalisation -n I --T ratings and to the scores on the MPI. Kiloh's bipolar factor (Kiloh & Garside 1963), Kendell's fourth order bipolar factor (Kendell 1968) and Fahy's first bipolar factor (Fahy et al. 1969 ) are similar in that neurotic personality traits are at the opposite pole to severe depressive symptoms. Carney's finding that 'adequate personality' was associated with severe depressive symptoms on his first bipolar factor (Carney et al. 1965) reflects the same phenomenon. Some of the relationships demonstrated in Fig  1 are unexpected. For instance, the personality traits of 'immaturity' and 'dependence' do not show the specific relationship with the 'situational phobias' that had been anticipated, nor do 'obsessional traits', which appear to be relatively nonspecific. In the light of these negative findings these clinical impressions have had to be reviewed.
The high loading on Component I of 'young age at onset' raises the possibility that age may be distorting the patterns in terms of recall of childhood difficulties and personality traits. The population was divided into those under and those over 40 years of age. The analysis was repeated on the latter group, and the relationships remained much the same. The next step was to see how patients were distributed on the basis of this pattern of features. Scores were derived for each patient on each component.
Up to this stage no diagnostic labels had been introduced. However, after each interview patients had been tentatively allocated to a diagnostic category, on the basis of a small number of features relating to present illness only. For the two categories under discussion the criteria were as follows. Patients in whom the main affective change, in terms of initial complaints, predominant complaints throughout the illness, and predominant mood change at interview, appeared to be of anxiety were labelled 'anxiety state'. Patients in whom the main affective change (in similar terms) appeared to be of depression were labelled 'depressive illness'. In some cases affect was so mixed that no decision could be reached; these were labelled 'doubtful'. Fig 2 shows the 145 cases plotted along Component I (this is the most relevant component for the two groups under discussion). The tentative diagnostic label has now been reapplied to each case. The difference between the means of the distributions of the factor scores of the two groups is highly significant (F> 100). This figure demonstrates that these two patient groups differ from each other, not only in their main mood change, but also in terms of a number of other dimensions of illness, personality and past history. However, it also reflects the amount of overlap between them. A more efficient technique for maximizing separation and refining and quantifying the original crude diagnostic criteria is discriminant function analysis. This was done using a multiple regression program. The 'anxiety state' group was regressed against the 'depressive illness' group, and, with successive calculations, the original 58 items were reduced to 13, each with a relatively high weight. These 13 weighted items give almost as much information about the patients (in terms of their separation into the two groups) as the original 58 (R=0-87). These items have been used as the basis of a diagnostic index. Table 1 shows the 13 items with their scores.
On this index the 'anxiety states' score higher than the 'depressive illnesses'. The items in this index are all defined and some, e.g. 'neurotic traits in childhood' and 'anxiety features', involve the use of a check list. The ranges shown on the bottom of the figure allow any new patient to be allocated to one ofthe three groups.
With the aid of the techniques described, the original subjective and simple diagnostic criteria have been replaced by this more precise and objective measure. It is envisaged that this index could be a useful classifying tool in future work.
It could be used in drug trials or other studies of treatment in a controlled setting. It is intended, particularly, for use in studies involving biochemical and physiological measures, and it is hoped that it could be helpful in routine clinical work.
The general question raised at the beginning of this paper was whether there was any value in subdividing patients with affective disorders into anxiety states and depressive illnesses. This detailed study suggests that there are real differences between these two groups, both in present illness and past history. However, the validity of such separation must be tested by the application of external criteria. One possible method is to examine the relationship between the different patterns of outcome and the original subdivision into 'anxiety state' and 'depressive illness'. This is discussed by Kerr et al. (1970) whose paper is concerned with a follow-up study of the patients described here (see below). Rogeon C 1 (1940) [Abridged] In this paper two aspects relating to the prognosis of affective disorders are examined. The first concerns the nosological relationship between anxiety states and depressive illnesses in relation to outcome and the second the isolation of features of predictive importance. Examination of these two aspects was preceded by an objective assessment of outcome which was made without prior knowledge either of the diagnosis or of the more detailed information elicited during the original illness.
The patients onjhom this follow-up study is based, and the criteria for their inclusion, have been described by (jurney et al. (1970; see p 232) . The present results are based upon the 126 patients seen at follow up by two of the authors (TAK and KS), on average 3 8 years after
